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F. The State assures that the provision of case management services will not

restrict an individual’s free choice of providers in violation of section
1902(a)(23)of the Act.

1. Eligible recipients will have free choice of the providers of case
management services.

2. Eligible recipients will have free choice of the providers of other
medical care under the plan.

G. Payment for case management services under the plan does not duplicate
payments made to public agencies or private entities under other program
authorities for this same purpose.

H. Program Limitation: Ongoing case management services are limited to a
total of five (5) hours per calendar month. An additional three (3) hours
of crisis care management are available if the individual meets established
criteria. The Department may authorize additional crisis hours after the
initial three (3) hours.
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